After hospitalization, more than 1.5 million older adults each year receive postacute care in skilled nursing facilities (SNFs). Transitional care services, designed to prepare older SNF patients (and their family caregivers) for their transitions from an SNF to home, have rarely been studied. Thus, we conducted a longitudinal, multiple case study of transitional care provided in an SNF to explore the care processes and staff interaction strategies that SNF staff members used to optimize delivery of transitional care. Using qualitative data from 89 interviews, 118 field observations, and 70 chart, or document reviews, we observed that transitional care services were not solely formalized processes, but rather were embedded in the interactions among older adult patients, their family caregivers, and members of interdisciplinary care teams. We found, moreover, that staff member interactions with patients and family caregivers increased the capacity of patient care teams for optimizing patient-centered care, information exchange, and coordination of transitional care.
older adults complete acute hospitalization and transfer to skilled nursing facilities (SNFs), where they participate in 3 to 4 week courses of postacute care before most patients transition to home. 1 Vulnerability of SNF patients 2 and fragmentation among health care providers [3] [4] [5] increases the risks for complications during older adult transitions from SNFs to home, including omissions or missteps in care, poor health outcomes (such as falls and medication errors), and overutilization of health care resources. 4, [6] [7] [8] [9] [10] For care transitions from hospitals to home, a set of time-limited services, known as Optimizing Delivery of Transitional Care 335 transitional care, has proven effective for preventing poor health outcomes and ensuring continuity of care. 11, 12 Although transitional care has not been studied in SNFs, findings from studies in other settings suggest that it may be a useful model which could benefit older adults and family caregivers as they transition from SNFs to home. Studies of transitional care describe a range of hospital and community outreach services that improved health outcomes for older adults and decreased rates of costly hospital readmissions. 11, 13 The centerpiece of these interventions was the use of added transitional care providers (eg, transitional care nurses or coaches), 12, 13 who established relationships with patients and family caregivers and delivered transitional care services such as medication reconciliation, patient/caregiver education, and ensured information receipt by next care providers. [14] [15] [16] [17] Providing transitional care with added staff is likely cost-prohibitive in SNFs, where resource constraints limit the availability of professional caregivers. Moreover, in prior studies in nursing homes, staff interaction strategies (such as interactions that promote problem solving) have been identified as untapped resources for improving care processes and patient outcomes. 18, 19 Understanding how interaction strategies influence the delivery of transitional care may provide new knowledge for optimizing the delivery of transitional care in SNFs. Thus, we conducted a longitudinal, multiple case study to describe transitional care provided by existing staff in an SNF and to explore the influence of staff interaction strategies on the delivery of transitional care.
CONCEPTUAL MODEL
We used prior work on transitional care and staff interactions to guide this study. We defined transitional care using 2 concepts, interaction strategies and care processes designed to ensure continuity of care and promote health outcomes of older adults during transitions between settings and providers of care. 12, 20 For the care processes, we used the definition and attributes of transitional care gleaned from an extensive literature review 21 and explored care processes that promoted patient and family caregiver engagement, education, discharge planning, and care coordination (Table 1 , right column). [12] [13] [14] [15] 22 For staff interactions, we used Anderson's model of local interaction and explored interaction strategies that fostered: (a) connections, for example, the quality of relationships such as open, trusting, or helpful; (b) information flow, for example, the rate at which new information is introduced to the system; and (c) cognitive diversity, for example, the degree of attentiveness to care needs and willingness to develop new ideas using a variety of perspectives (Table 1 , left column). 18 Using these concepts and definitions, we conceptualized the delivery of transitional care as the use of the interaction strategies to optimize the effectiveness of transitional care processes.
DESIGN AND METHODS
A longitudinal, multiple case study design [23] [24] [25] was used to explore transitional care interactions in a continuing care retirement community in the southeastern United States. The study setting was purposively selected on the basis of a positive community reputation for providing SNF care, greater than average quality indicators in Nursing Home Compare, and a pattern of providing SNF care for older adults who did and did not reside in the continuing care retirement community. The university Institutional Review Board approved all study procedures and informed consent was obtained from all study participants prior to study enrollment and participation.
Sample and procedures
A "case" was defined as a transitional care team, comprised an individual patient, a family caregiver if available, and the 6 to 8 SNF staff members who provided transitional care processes to this patient. Three transitional care teams were recruited and case studies 336 FAMILY & COMMUNITY HEALTH/OCTOBER-DECEMBER 2012 were completed consecutively. The delivery of transitional care was studied prospectively from the patient's day of admission through the day of discharge. Recruitment of care team members began with selecting the SNF patient in each case. The inclusion criterion for patients was an anticipated length of stay of 15 to 45 days; exclusion criteria were moderate-to-severe cognitive impairment and inability to speak English. SNF patients were purposively selected to ensure diversity of admitting diagnoses, psychosocial issues, and discharge destinations. Inclusion criteria for nursing home staff were willingness to participate and being a provider of transitional care to the selected patient. Family caregivers were included on the basis of willingness to participate. Participants in the 3 cases included 3 patients, 20 unique SNF staff members, and 2 family caregivers. All invited patients, family caregivers, and staff members enrolled in the study. The characteristics of the transitional care teams are described in Table 2 .
Data collection
The principal investigator collected all case study data. Data collection methods included direct observation, document reviews, and scheduled or impromptu interviews that were conducted as transitional care activities emerged over the complete patient stay in the SNF. 24 During data collection, the researcher "shadowed" care team members as they interacted in meetings, rounds, and transitional care activities with patients and family caregivers. An observational guide, developed in a feasibility study, was used to ensure that the researcher consistently followed study protocols for shadowing and focused observations of interaction strategies and care processes ( Table 1 ). For example, using an observation schedule, the researcher observed staff member interactions with patients and families at consistent time points across SNF stays in each case study. Field notes (n = 118) were hand written immediately after observations, and transcribed daily for subsequent analysis. In addition, the researcher conducted scheduled and impromptu interviews (n = 89) to explore the staff, patient, and family caregiver perspectives on interaction strategies and care processes. An interview protocol was followed to ensure consistency in scheduled and impromptu interviews across cases. Finally, the researcher reviewed documents (n = 70) such as institutional policies and protocols, care team chart notes and care plans, and discharge materials. All data files were analyzed using Atlas.ti software (Berlin, Germany).
Analysis
Using a priori codes developed from the interaction strategies and care processes described in Table 1 , the researcher coded all data using manifest content analysis 26 and then conducted a thematic analysis 27 of units of coded data. As data were collected, preliminary findings were used to guide ongoing data collection; this step provided a continuous process of reliability checks with patients, caregivers, and staff members. 27 Once data collection and data coding was complete, a second investigator (J.B.) coded a random sample of 10% of the data to ensure the accuracy and consistency of coding. There was 95% agreement between the coders. Members of the analysis team (M.T., R.A.A, J.B.) discussed emergent themes. Written descriptions of the main themes and exemplar fragments of data were then discussed with the full research team. In the analysis, we labeled care processes "consistently provided" when they were provided in every case; "inconsistently provided" when they were provided in some but not all cases; and "not provided" when they were not provided in any case. Adding revisions from the team discussion, the researcher presented the study findings to a small group of staff participants in 338 FAMILY & COMMUNITY HEALTH/OCTOBER-DECEMBER 2012 the study setting (no SNF patients attended this meeting). Finally, incorporating feedback from discussions with participants, the researcher wrote clinical vignettes to describe exemplars of the way staff used interactions strategies to optimize the delivery transitional care.
RESULTS
Patient needs and transitional care varied between cases: (a) one patient with multiple advanced illnesses engaged in a plan for longterm antibiotic treatment and added support at home; (b) a second patient, who overestimated his ability to walk, accepted a plan for outpatient rehabilitation and home care; and (c) a third patient, with an infected abdominal wound, returned home with a visiting nurse for wound care and plans to increase her calorie intake. Before presenting the case vignettes, we provide an overview of the nature of transitional care as delivered in this SNF and the staff interactions used.
The SNF had few protocols, policies, and little training to support transitional care. We found inconsistencies and gaps in their use of care processes and the interaction strategies. Each type of interaction strategy and 5 of the care processes were used by 1 or more staff members in delivering transitional care (Table 3) . However, we observed that SNF staff members did not consistently include family caregivers in care; provide some essential care processes (eg, written instructions to guide care at home); and use interaction strategies that promote problem solving, mutual understandings, or connections with family or other transitional care staff (see Table 3 ).
As staff members delivered transitional care, we observed that the care processes (such as engagement, teaching, and discharge planning) were routinely embedded in staff member interactions with patients, family caregivers, and other staff. Further, when staff members used the interaction strategies to elicit and address transitional care needs, we found that they were able to prepare and support patients and family caregivers during transitions to home. Specifically, using the interactions strategies, staff:
(a) created connections with patients or caregivers that facilitated integrating patient/caregiver preferences into the care plan; (b) uncovered and relayed new information needed to select and complete appropriate care processes; and (c) engaged patients and families in problem-solving conversations to address patient challenges, establish priorities and plans, and facilitate active patient participation to carry out prescribed care. We found that the delivery of transitional care was largely confined to dyads of individual staff members and patients or family caregivers. We did not observe them using family meetings or care team meetings that might have optimized transitional care processes (eg, set priorities, integrate care, double check on the status of tasks). Accordingly, our main findings are described in 3 clinical vignettes that identify exemplars of the way individual staff members' use of the interaction strategies optimized the effectiveness of transitional care with patients and family caregivers.
VIGNETTE 1: INTERACTIONS THAT FOSTERED EXPERIMENTATION AND PROMOTED SAFETY
Across cases, we found that staff members helped SNF patients reconcile their dependence on others with their wish to return home and manage things as usual. For instance, in an interview with an 85-yearold male patient, we learned that the patient was livid about his need for SNF care: "I am not obliged to spend another week in this hell-hole . . . I'll wait another week, then I will go home . . . if they say I cannot go back to my home, I will leave the retirement community."
At the time of this remark, 10 days had passed since the patient had a knee There are 2 important points to note here. First, the care processes were not services that the therapist delivered and the patient passively received; rather, the patient and the therapist negotiated when and how the care processes were delivered. Second, the therapist's care was exemplary because she consistently showed respect for the patient's preferences and succeeded in creating a connection with him; she used her interactions with the patient to create a safety net to accommodate his need to identify mobility limitations for himself; and, she continuously provided the patient with feedback to reinforce lessons they had already learned together. These interactions helped the patient to see his situation with new understanding and this motivated his active involvement.
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We found strong evidence that transitional care services provided by the therapist were effective. During the patient's third week of SNF care, he acknowledged the need for assistance and his openness to added care at home care: I've been talking with [occupational therapist] about the need for aides to come in at home . . . . I have not needed that help in the past . . . having help may be the only way to get back home, and I am thinking about that.
VIGNETTE 2: INTERACTIONS THAT FOSTERED PATIENT SELF-EFFICACY AND PROMOTED LEARNING
Throughout the study, we found staff members who used the interaction strategies to help patients recover their sense of control and ability to use new information to manage their changing health needs. When we observed patients develop resources for learning and growth, we also observed more successful transitional care. For example, in one case we encountered a patient with a slowhealing wound and anxiety about the wound that limited her ability to learn during patient teaching. The patient told us, "I am afraid of going home. I have the nurse here to take care of this wound and all the drainage. At home I will be alone."
Although several staff members in the SNF provided wound care, most attended to immediate needs such as assessments of the wound and the effectiveness of the dressings. The day nurse, however, made a habit of talking with this patient about the wound and discovered that the patient was overwhelmed by even the thought of the wound, which limited her engagement in the care processes. The nurse described the patient's behavior, "Every day she had several kinds of questions about the wound . . . she would keep looking at it." As part of routine care in the SNF, the day nurse repeatedly visited this patient and interacted with her by listening, explaining, verifying understanding, and giving feedback, and thus created a learning laboratory at the patient's bedside. In an interview, the nurse said: I told her "You can look at it if you want to." And, "You can tell if something is wrong by every day looking at it." "[You can see] if there is any redness or if it's tender when you touch that area."
As the patient interacted with the nurse and explored the wound, she became less anxious, more familiar with it, and was gradually able to learn. We observed that the patient developed the skills to recognize changes in the wound and accepted the need for visiting nurses at home. The patient said, "I could almost change this dressing myself."
In this exemplar, the nurse's communication facilitated the patient's discovery that she was capable of caring for the wound on her own; thereby, the nurse optimized delivery of transitional care by helping the patient learn to care for herself at home.
VIGNETTE 3: INTERACTIONS THAT FOSTERED FAMILY CAREGIVER ASSESSMENTS OF PATIENT NEEDS AND PROMOTED THEIR PARTICIPATION IN CARE FOR PATIENTS AT HOME
We did not observe routine care team meetings with patients, family caregivers, and members of the multidisciplinary team in the SNF. Thus, care team members were often uncertain of care processes provided by others and were unaware whether some care processes were delivered at all. Staff members managed this uncertainty individually, using interaction strategies to build connections with patients and family caregivers to solve emerging problems in care.
In one case, near the day of a patient's discharge to home, a family caregiver visited the SNF and initiated a conversation with the physical therapist about the patient's safety at home. He stated, "It would be a real shame if [patient name] left here and she was not ready, if she came home and had a fall because she left here before it was safe." The physical therapist did not confront the caregiver about whether the patient was prepared for returning home. Instead, using interaction strategies (eg, seeking assistance, coaching, and giving and receiving feedback), she facilitated the caregiver's assessment of the progress his loved one had made in the SNF. In this exemplar, we saw a complex interplay of interaction strategies and care processes through the dialogue between the therapist, family caregiver, and patient.
First, the therapist interacted with the patient as a coach and spoke directly to her. She said, "[Patient name], we've worked together very closely. You have done every single thing we've asked you to do and you have made a lot of progress." Second, the therapist waited which gave the patient an opportunity to articulate the progress that she had made in the SNF. The patient said, "Yes, it has been very helpful here." Third, the therapist reviewed the critical task for a safe transition to home with the patient and family caregiver. She said, "The thing that matters . . . is that you take your time and use all the safety skills that you have shown us you can do." When the patient stated that she understood the therapist, it became evident that the therapist's interactions were helping the family caregiver revise his assessment. He appeared more confident and responded, "They are telling me that you have learned what you need to know, you need to follow the instructions they gave you." Then, the family caregiver looked at the therapist and continued, "Now, after all this, she looks better to me, she does."
Thus, in this exchange, the physical therapist optimized transitional care when she used her interactions with the caregiver to help him apply information about his loved one's care to form his own assessment of her readiness for going home. As this part of the impromptu meeting concluded, the therapist and the family caregiver discussed grab bars for preventing falls in the patient's home and other medical equipment that was needed for safety. The family caregiver appreciated the therapist's assistance. In an exit interview, he told us, I thought the rehabilitation people were real helpful . . . that day we sat down about the grab bars . . . it was then that I could see what was going on up there. These people cared about what we were doing. They were giving us ideas about how to make things safer.
DISCUSSION
Across the case studies, we identified strengths, gaps, and inconsistencies in the delivery of transitional care for these patients in the SNF who were discharged home. Although many evidence-based care processes were used to support and prepare patients for care at home, we identified critical care processes that were inconsistently used or absent, including reconciliation of discharge medications with medications previously used at home and complete, written instructions to guide care at home. We also found that interaction strategies were behaviors that SNF staff members used to deliver effective transitional care. The study expands existing knowledge about transitional care by illustrating how interaction strategies support transitional care activities, such as establishing goals for planning, or to develop new information.
In accordance with the model of local interaction, 18 the study also contributes new knowledge by showing how transitional care was embedded in interactions between providers and patients and, significantly, that these interactions frequently optimized the delivery of transitional care. Prior studies have emphasized associations between transitional care processes and the safety of patient transitions to home. 14, 15, 28 Building on this work, our findings suggest that the capacity for effective transitional care emerges when staff members interact with patients in ways that build connections, promote information exchange, and develop shared understandings. We found, in particular, that the interaction strategies optimized transitional care when the staff members used them to foster opportunities for patients or caregivers to learn by trial and error, discover their ability to change or grow, and explore multiple points of view to solve or understand problems in care. These strategies 342 FAMILY & COMMUNITY HEALTH/OCTOBER-DECEMBER 2012 helped the patients to assume an active role in recovery.
Delivery of transitional care consisted primarily of interactions between an individual patient and staff member, limiting benefits that might otherwise have been achieved by interactions among the larger care team. This lack of team member interaction meant that care team members were not always aware that there was "a team" and did not necessarily know all of the members, including family members who were involved. This reveals important opportunities for improving transitional care in SNFs.
Thus, our exploratory findings have implications for practice. This is the first study to describe the work of SNF staff members who prepare older, postacute care patients for transitions to home. Moreover, few studies have described approaches to relationship building and communication used by care coordinators, in hospital-based studies of transitional care. 17, 29, 30 Our findings suggest that transitional care in SNFs can be improved by using a wider range of the available, evidence-based care processes to prepare older adults and family caregivers for safe and effective transitions to home. For example, immediate focus is needed to provide complete written materials, such as schedules for appointments and detailed descriptions of procedures to continue care at home, and complete contact information for referrals. Individuals and groups of staff can optimize delivery of transitional care by using interaction strategies to facilitate patient exploration and discovery of resources needed to become an active participant in care at home.
Research is needed to identify the way that transitional care teams bring the team into focus for the work group and to identify structures that will support team member interactions, sequences of care, and protocols for collaboration that will optimize transitional care outcomes. An immediate research priority is to explore the way that professional staff members use local interaction strategies and what they identify as barriers as well as where and why such barriers may occur in their encounters with family members and each other. This research is needed to describe the role of local interactions and how they may be used to create patient care teams in SNFs that fully engage their inherent capacity to provide optimal transitional care.
Our findings are congruent with recent studies that described staff interactions as resources for improving effectiveness of care processes in nursing homes, including care planning, care plan implementation, 31, 32 and urinary incontinence management. 33, 34 However, our findings are limited by the exploratory nature of this research. In particular, research is needed to describe the rate or intensity of staff interactions that are needed for effective delivery of transitional care. Further, the study was conducted in a single, highperforming SNF, in a small sample of transitional care teams, and with SNF patients with no cognitive impairment. The study described transitional care delivered only in the SNF and with no participant interviews after discharge. Thus, research is also needed to confirm these findings in a larger sample of SNFs and patients and to explore transitional care provided across settings of care and in samples of patients with cognitive impairment. Nonetheless, the case study data included 89 interviews and 118 observations in the sample of 3 cases; thus, opportunities for followup confirmation of initial observations created rich descriptions of care processes as they developed. This abundance of contextual data permitted us to explore patterns in staff interactions in considerable depth and to observe, over an average of 25 days in each case, how interactions shaped the effectiveness of transitional care processes over time. In addition, our interpretations of the data were improved by comparing individual events using data collected from multiple sources and points of view.
CONCLUSION
In this study of transitional care in an SNF, we observed that professional staff used interaction strategies and many evidence-based care processes to deliver transitional care. We learned that transitional care processes were embedded in interactions among patients, family members, and staff members. We found that staff use of the interaction strategies optimized the delivery of transi-tional care provided for patients and their family caregivers during their transitions from SNFs to home. We concluded that these findings offer resources for improving practice and guiding future research designed to optimize delivery of transitional care in SNFs.
